A new strategy for delivering healthcare that is being hotly debated in the United States is that of thè hospitalist' 1±3 . In this paper we ask whether the hospitalist concept might be applicable in the British National Health Service. Even if the practical dif®culties were too great, experience with these clinicians in the USA might stimulate fresh ideas about arrangements for inpatient care in the UK.
A hospitalist is a doctor who takes over the care of patients from primary-care doctors when they are admitted to hospital. They then assume full responsibility for decision-making about the patient, act as the attending doctor of record and return the patient to the primary-care doctor at the time of discharge. Hospitalists provide general medical care and most are trained primarily in internal medicine, family medicine and paediatrics 4 . They are in effect specialists in inpatient medicine, having little involvement in outpatient care. The specialty is site-de®ned (hospital ward) rather than organ-de®ned. As generalists, hospitalists will request consultations from specialists (such as pulmonologists or cardiologists) while coordinating care and acting as primary decision-maker.
In the USA, the argument made for introduction of hospitalists is that, because they concentrate on sick inpatients, they are likely to achieve better outcomes at lower cost than the`primary care' doctor with duties outside the hospital. There are indeed some data suggesting that use of hospitalists lowers costs and reduces inpatient stays 5, 6 . In the USA, of course, primary care is different from that in the UK. It is usual for the primary care doctor to supervise management in hospital, and the idea of the patient meeting a new doctor, perhaps a total stranger, on admission threatens a discontinuity of care. Communication dif®culties between patient and doctor do seem to be worse in settings with a designated hospitalist 7 .
CURRENT NHS SYSTEM
As the NHS undergoes reorganization and the role of the generalist physician is debated 8 , there is a clear need to consider alternative models for meeting the needs of patients who require admission to hospital for acute and possibly undifferentiated non-surgical illnesses. Several elements of the Government's scheme for the NHS relate to the organization of hospital services 9 . For example, there are calls for more ef®cient work between teams in order to integrate care and, in the long term, for programmes of collaboration between primary and secondary medical services and the social services. Many primary care groups and trusts are planning intermediate services in which specially trained general practitioners deal with certain patients referred to outpatient departments or provide some inpatient care. At present, however (in contrast to the American system), inpatient care is almost wholly provided by consultants (specialists) and the junior doctors in their teams. Various models exist. Consultants trained in internal medicine and a medical subspecialty may participate in a rotation for acute admissions and continue to manage the care of patients they admit; alternatively, they may refer patients onwards to the most appropriate specialist 8 . In some hospitals, an admissions ward supervised by consultants trained in general internal medicine receives all acute admissions.
There is a shortage of specialists. For example, the Royal College of Physicians believes that 2000 extra consultant physicians are needed to provide safe and effective care throughout England, Wales and Northern Ireland 10 . In the UK, the hospital general physician without a subspecialty interest is quite rare. In the Royal College of Physicians annual census of 1997, only 42 of 4990 physicians recorded their specialty as general medicine with no specialty interest 11 . Therefore, by far the majority of acute medical admissions are managed by consultant physicians and their teams who also practise a medical subspecialty (principally gastroenterology, cardiology, respiratory medicine, endocrinology and diabetes and geriatric medicine). The factors promoting increasing specialization include medicolegal concerns, professional career development and the increasing complexity of subspecialty medicine. However, the patient population admitted as acute medical emergencies includes substantial numbers of people with multiple or initially undifferentiated conditions. Since only large hospitals can support subspecialty teams, general medicine training requires exposure to a range of clinical experiences and, at thè hospital door', generalist inpatient skills are probably the most useful.
Since the numbers of consultants in the NHS have not increased as quickly as hoped, junior doctors are still responsible for much day-to-day inpatient care and they remain unhappy about their long hours of work and poor remuneration 12, 13 . The number that work longer than the nationally agreed limits has risen: 29% of juniors work more than the agreed 58 hours.
In the NHS the junior doctor often acts as the coordinating in-hospital physician; but, being junior, he or she has limited ability to decide on a treatment plan. Moreover, the patient's experience of care should be central, and patients need and want a good relationship with their specialist. But we also know that, as care becomes more complex and as services become increasingly busy, the patient can ®nd care confusing at best and dehumanizing at worst 14 . This task of coordination applies not only within hospitals but also across the primary/secondary interface, so that patients enter a kind of limbo with no individual doctor in control 15 . Failures in communication between hospitals and general practitioners and poor coordination of hospital discharge have been amply demonstrated 16±18 . In Denmark, a scheme has been introduced whereby general practitioners undertake sessional work in hospitals to coordinate care and advise on methods to improve cooperation and ef®ciency 19 . This coordination of care, more at policy level than at individual patient level, helps educate the hospital about communication and facilitates two-way communication between the primary and secondary sectors.
So, how do we see the potential role of hospitalists in the NHS? Their principal role would be to provide general medical care to non-surgical patients admitted to hospital, referring them to or working with specialists, and having a particular responsibility for coordinating inpatient care and care across the primary/secondary interface. The hospitalist would function at the`hospital door', undertaking the assessment, management and referral (if required) of acute admissions. A hospitalist at consultant grade would be able to manage a wider range of patients than one at subconsultant grade.
Thus, the hospitalist is not a consultant in acute medicine but a generalist caring for inpatients who do not require specialist managementÐfor example, many cases of overdose, pneumonia, exacerbations of obstructive airways disease or deep vein thrombosis. Such doctors might be appointed from among currently unemployed Certi®cate of Completion of Specialist Training holders or from general practitioners with appropriate training and professional quali®cations. Primary care groups or trusts are likely to want to take part in planning these posts. Although in this paper we have illustrated the issues in the context of general medicine, the genuine consultant grade hospitalist might have a role across several specialties.
POTENTIAL ADVANTAGES AND DISADVANTAGES OF HOSPITALISTS FOR THE NHS
A primary advantage of the hospitalist system would be better coordination of care both in hospital and across the primary/secondary interface. Communication dif®culties are common 20 , and the new system would focus inpatient decision-making on one individual who could then relay information back to the general practitioner.
A second advantage would be to place the general management of inpatients in more senior hands. At the same time, relief from some of the managerial and decision-making duties might lessen pressure on junior doctors and improve care. Data from the US indicate that lack of experience in housestaff leads to longer stays, more diagnostic tests and greater hospital costs 21, 21 .
The disadvantages? The cost to the NHS might actually increase with the adoption of a hospitalist model. If the system did not eliminate some junior doctors as hospitalists were added, a surplus capacity of doctors in the hospital might result. Moreover, it could be argued that the proposed hospitalist model would necessitate the appointment of several new consultants, perhaps as many as six per district general hospital; and only time would tell whether the additional ef®ciency afforded by the more experienced hospitalists would justify the additional salary costs above those for junior doctors.
An additional disadvantage is that the hospitalist is essentially a self-designated title. Although the National Association of Inpatient Physicians was formed in 1997 in the US to represent hospitalists, there is no designated specialty or speci®c training to become a hospitalist 4 . A training programme would be needed, together with arrangements to support their professional development. A switch in resources toward training hospitalists might even decrease the overall production of doctorsÐin a system that already has a shortage.
ALTERNATIVES TO HOSPITALISTS
The most obvious alternative to introduction of hospitalists is to continue the existing system with its inherent advantages and disadvantages. The second is to have primary-care doctors begin to follow their patients into the hospital, perhaps on the Danish model 19 . Thus we would avoid the discontinuity that at present arises on admission 23 Adoption of a hospitalist model would require less of a change both logistically and philosophically.
CONCLUSION
Both debate and research are required before hospitalists or other new systems are introduced on a wide scale. Debate is needed to clarify the potential advantages and disadvantages, and to highlight the settings in which hospitalists are most likely to be applicable. Research is required to evaluate cost-effectiveness in comparison with existing and alternative models, to establish which types of hospital and illness groups are most suitable for primary hospital care by hospitalists, and to determine the likely impact of the hospitalist model on the training of junior doctors. Nevertheless, the arrival of hospitalists in the USA signals that new patterns of inpatient care are on the horizon.
